such symptoms are always present if looked for. Recognition is easy especially if insomnia and mood are enquired after. The reply to some such question as "How do you feel in yourself, or in your spirits?" will be "Edgy" or "Depressed".
The patient who only comes for periodic exacerbations due to environmental stress is easilv treated but not by saying "Pull yourself together" which excites shame or resentment, nor by saying "It's only your nerves" which leaves the patient with the feeling she has some mysterious disease. Sedatives are of value while the patient is recovering, but contribute nothing to the long-term handling of the case and prevention of future illness. What this requires is training the patient to talk about her difficulties and not her symptoms. The first step is to do a physical examination and reassure the patient by saying she is organically sound, but it is essential to go on and explain how the symptoms arise. One must relate the symptoms to common experience, e.g. the stomach turns over whenyou hear a bomb fall, diarrhea or palpitation before an examination or interview, dizziness and blackouts due to blood rushing away from the head-the opposite of blushing. One emphasizes that the symptoms are real disturbances not imaginary ones, but are not due to local disease, only to a general state of tension. "Blushing is not a skin disease" is an obvious parallel. Spending five minutes on this explanation on the first occasion saves time, because it only has to be done once and one does not need to examine the patient any more. If it is omitted they need repeated examination and reassurance. These patients readily accept the idea that such symptoms can be produced by nervous strain, and then the rest gushes out. The patient who says "But I've no worries, doctor," means she thinks she ought not to be worried by trivialities, and if one tells her that the symptoms are evidence that she is more worried than she realizes, and casually adds some such remark as "Two children are enough worry for anyone" it generally sinks in by next time that she need not be ashamed to admit her difficulties. Men can always be approached through their work, and women through their home. One makes a note like dyspepsia-mother-in-law, or headaches-boy friend, and next time the patient comes in with such symptoms one starts at once "How's the mother-in-law or the boy friend behaving?" or "Have you still got the same forewoman at work?" One thus paves the way for what need only be quite short friendly chats with commonsense advice. Often all that is needed is to present the problem clearly to the patient who then finds her own solution, or alternative suggestions may be offered from which the patient may choose. Even if the problem is insoluble it helps the patient to get it off her chest. The doctor gradually enlarges his knowledge not only by experience, but by information which patients find out and which he notes in his address book, so that it becomes a directory of local social agencies which can help. Thus he may refer a patient in difficulties with her husband to the Probation Officer or Poor Man's Lawyer; the burden of the invalid father will be eased by co-operation with the geriatric unit, hospital almoner or the W.V.S. He will know how the personnel departments of factories will gladly meet him half-way if a patient is having difficulties at work, he will know the addresses of local clubs suitable for his adolescents, he will be able to help the unmarried mother through a moral welfare society. He will know what are the resources of the Invalid Children's Aid Association, the Red Cross and similar organizations. By handling patients in this way, we not only get to know each patient's difficulties and reactions, but the patient gets to understand how they cause her symptoms, accepts the knowledge, comes less often for tonics and gradually adapts to her sensitiveness. There are two types of case that cannot be handled in this way. One is the agitated depression of psychotic or near psychotic severity which is diagnosed by noting that there is a marked change from the previous personality and then enquiring more closely into the mood. This needs early psychiatric treatment but experience shows that this is unfortunately often delayed through giving routine sedatives for somatic anxiety symptoms. The other is the elderly patient where age or arteriosclerosis has limited his power to adapt and he responds by agitation or depression to loss of spouse, change of residence, loss of a pet animal, or merely to the fact of his failing memory and physical powers. The problem becomes one of who shall look after him, or of psychiatric treatment if severe. If one follows up the patients who have episodes of anxiety over a period of years, one finds that a number of them become more stable, some continue to have episodes perhaps of greater severity, and a proportion develop the chronic anxiety state. In this the symptoms are the same in principle, but certain of them, psychological or somatic have become habitual. Where it is a somatic reaction that has become habitual, the psychological symptoms are less obvious and exacerbations are not necessarily related to environmental stress. We now have to deal with syndromes like irritable or spastic colon, neurodermatitis, or some forms of chronic dyspepsia. Organic changes may have supervened like hyperthyroidism, duodenal ulcer or ulcerative colitis, although these diseases can be reached by other routes in other patients. The psychiatric picture is no longer one of pure anxiety, as hysterical and other mechanisms may have developed, and other personality traits are incorporated in the illness. Most of the treatment has to be along ordinary medical lines, but we can, by explanation of the symptoms, still help the patient to accept the illness for what it is, and prevent it from playing too large a part in his life, and by discussion of difficulties and attitudes help to prevent some of the inevitable relapses. Knowing the normal neurosis of the chronic patient is also helpful in diagnosis as a new symptom is likely to mean organic disease. I recently kept sending such a patient back to hospital on this assumption. She was twice sent back with a diagnosis of "functional" in view of the long history and negative X-ray, but I persisted, and the third time the X-ray showed a carcinoma of the stomach, fortunately found to be still operable. The next group is:
The obsessional personality, which superficially resembles the anxious personality in that they generally come to the doctor for anxiety or-depressive symptoms. These are not, however, produced by environmental stress but by a particular attitude on the part of the patient to what may be a normal environment. The patient is dominated by guilt and doubt, so that he is never sure whether he has done right, is constantly checking and rechecking his work, is pedantic, overconscientious and perfectionist. A baby involves a nightmare of minute details which must be exactly right, or promotion at work means intolerable responsibility with the opportunity to make more serious mistakes. This attitude becomes apparent at the slightest discussion, and it is obvious they are making their own stress. As they are always driving themselves, any physical or environmental change may be enough to precipitate a breakdown into depression, e.g. an influenza, loss of someone on whom they relied, or change of job, especially by promotion or increase in the pace of work. Occasionally they come to the doctor for specific phobias especially fears of certain diseases, or of being contaminated, which may present as a generalized pruritus, or for obsessional doubts, rituals, or compulsions, i.e. what is called the obsessional neurosis when fully developed and which needs psychiatric advice. It should be noted that a recently developed severe obsessional state may be the onset of schizophrenia, psychotic depression or may be due to arteriosclerosis or other brain disease. The handling of the obsessional personality is based on the fact that this type of chronic worrier is incurable by any method open to the G.P., who must be prepared to allow the patient to rely on him for the rest of his life. They can be kept going by confident reassurance constantly repeated with unshakable sympathy and optimism which often works better than explanations. The doctor must try to keep up their confidence by praising their achievements, and be prepared to share responsibility with them and advise them, whether they want to know if the medicine should be taken five or ten minutes after food, or whether Johnny should stay on at school after 15. If they break down with a depression, give them enough time to recover because they always want to go back to work too soon. In this way they can be guided along and remain the useful members of the community which indeed they are.
Lastly I propose to deal with The hysterical personality. Hysteria may be defined as the more or less unconscious production, simulation or prolongation of symptoms for an emotional gain. The following is a typical episode: A charwoman of low intelligence and lacking in confidence was told that next day she would have to clean out a disused room. On the way to work next day she collapsed in the bus, was taken home, and sent for her husband. When I saw her she said she had 'flu which had affected her legs so that she could not walk, but there were no physical signs or temperature. As she was no better by the following day, her husband went to her employers and cleaned out the room, whereupon she immediately recovered and said it was due to the marvellous medicine prescribed. Another recent case was a homesick Italian girl who continued vomiting.
The absence of other clinical evidence and her attitude to the illness convinced me that she was making her employer play the part of a mother to her through the illness. Her treatment illustrates the treatment of the hysterical episode. One does not make too much fuss of the symptoms or patient while she is ill, so the girl was told to stay in bed and only drink water, "to give her stomach a rest" and the employer told to stop asking her if she could not eat various delicacies as she had been doing, but to leave her alone with a jug of water. She was also told to mother her as much as possible when she was well to prevent recurrence. At the same time a medicine was prescribed with confident salesmanship and rapid recovery ensued. If there is a temporary problem, it is quickest to let her have what she wants. In the case of the charwoman the husband doing the job of which she was afraid solved it, and the medicine only saved her face, which is equally important.
Anybody can get a hysterical episode, be it only a headache which prevents the fulfilment of an unwanted engagement, and such episodes are normal in childhood. Occasionally they accompany a psychosis or an organic brain disease. The hysterical personality keeps getting such episodes, and the chronic hysteric is never well. If the manifestations are by behaviour, e.g. fits, faints, emotional storms or by dramatic episodes of the type described, diagnosis is easy but pure hysteria is rare in general practice. It is far more common for a patient to elaborate a physical illness for hysterical motives, often with the aid of unguarded remarks by the doctor. There may be a hysterical overlay as in the woman who fails to recover from a confinement and has extraordinarily widespread symptoms from a lumbo-sacral strain or torn and infected cervix, due to the fact that she resents the burden of the baby, wants to punish the husband, or to make sure she does not get another baby, on doctor's advice of course.
There may be a hysterical prolongation of an originally physical illness, e.g. a man who remained unfit for work months after a back injury. I discovered he wanted to break off his engagement, did not know how to tell his fiancee, and was protected from marriage by being unfit for work. After some discussion the engagement was broken off and the back recovered. Another case of hysterical prolongation was a woman who had had an obscure chest illness with a doubtful X-ray shadow. All investigations were negative, including bronchoscopy but a loud and violent cough persisted and when I saw her twelve months later she was still getting certificates. She had lost her husband and money, was untrained for any work, had had a particularly unpleasant job as companion help to an old lady which she had lost as a result of the illness, and was scared of trying again, hence the so-called bronchitis. Sometimes the hysteria is shown only by the attitude to an illness, e.g. the harassed mother who welcomes her influenzal infection, parks the children on her sister, and is convinced she is on the verge of congestion from which she will take some time to recover. Indeed this is what the sympathetic doctor may well have told her and thus given her the right treatment if perhaps for the wrong reason. These cases illustrate the three characteristics of hysteria which must all be present for this diagnosis to be made. These are:
(1) The symptoms must be medically mysterious, i.e. either most of them are not explicable by any pathological condition present or their duration does not follow anticipated lines, i.e. they clear up dramatically with environmental change or suggestion, and they fail to respond to apparently appropriate physical treatments except for temporary suggestion effects.
(2) The attitude to the illness shows a combination of verbal exaggeration with absence of real anxiety. Thus a patient may weep tears of depression and threaten suicide yet laugh heartily the next minute. Pains are described as agonizing, weakness as paralysis, yet the sufferings are accepted with indifference or cheerfulness understandable only if the illness is emotionally satisfying or solves a problem, but has still to be brought loudly to someone's notice.
(3) The illness serves an emotional purpose. This is rarely obvious self-interest, and if we feel contemptuous on diagnosing hysteria we will not get the patient's confidence enough to find out the real motives. Reactions to severe and genuine stress may be hysterical, and a hysteric often cuts off his nose to spite his face.
True conscious malingering is rare, even in the Army in wartime. There is very often an early history of lack of affection or insecurity, and many hysterical illnesses are pathetic bids for attention or protection sometimes carried to extreme lengths, as in the lady who had alleged heart attacks when left, so that her daughter could not go to work or get married, or the one with a "gastric stomach" who vomited if her husband tried to go to his club. Resentment at the husband's behaviour is bften the cause, and often justified, but never so much as she maintains. An elder daughter may resent the mother's attention to a younger one, fear of becoming unwanted may precipitate hysteria at the menopause; some women feel compelled to martyr themselves for their families but feel they must show physical stigmata of their martyrdom. There is no symptom which cannot be hysterically simulated, and no shade of emotion or family situation which cannot result in hysterical illness in a predisposed person. A superficially ideal marriage may still be full of frustrations and we should not jump to conclusions without ascertaining the patient's real feelings. A large group of cases dependson outside environmental influences such as work difficulties or compensation in various forms, not necessarily financial compensations.
The elucidation of a case of hysteria may require the most acute clinical acumen and the most subtle psychological insight. In my own practice it has often taken me several months to realize I was dealing with a hysteric, and several years before I understood what the illness was about, and I venture to think we all have some undiagnosed hysterics among our regular clientele masquerading as something else. If we take a long-term view of our patients and periodically review every manifesta-tion of illness they have had to see what picture emerges, quite often we get a flash of insight and everything clicks into place. If we keep an open mind and do not diagnose hysteria unless all the three characteristics are present, we will not commit the blunder of calling a cerebral tumour hysterical, nor will we mak-e the far commoner mistake of advising operations for minor defects in a vam attempt to cure hysteria. Recognizing the hysterical personality by long-term review is of great value in subsequent diagnosis and treatment, and recognizing its absence is of still more value.
Successful treatment of the prolonged or chronic case is always difficult and sometimes impossible. A life-long hysterical hypochondriac is beyond medical resource. The first essential is not to do harm by unwise suggestion. Hysterics are very suggestible, but they fasten more easily on suggestions that reinforce the illness than otherwise. An operation is the most powerful suggestion that they are physically ill, and such a patient will welcome the idea as it gives her plenty of attention, no responsibility, and makes it certain in the eyes of the relatives as well as herself that she is a severe sufferer. The effect is temporary improvement with subsequent return of all the symptoms, and often some more as well, which she ascribes to the operation itself, and the doctor may put down to adhesions. It is easy to blame minor abnormalities for indefinite symptoms, and E.N.T. and gynmecology offer fertile fields. X-rays may mislead as they may show a gall-bladder which does not fill or an appendix which does not empty, but do not show the personality. A follow-up of 385 cases of appendectomy showed that where there had been no acute attacks, 1 % were better and 24% worse. We have all had cases of cholecystectomy without benefit in the absence of biliary colic, and cases of gall-stones that produced practically no symptoms throughout life. One patient of mine saw three eminent gynecologists in rapid succession. One advised hysterectomy, one induction of menopause by irradiation, and one doing nothing. The difference was in the psychiatric insight of the surgeons concerned, and our problem is often to choose consultants for their psychiatric knowledge rather than for their surgical skill. I have mentally classified my E.N.T. and gynmcological colleagues into the conservatives and those who always operate. I send my hysterics to the former as too often dilatation and curettage, removal of small cysts or fibroids have been followed by my trying to treat interminable gynecological symptoms like pelvic pains or pruritus. The old term of chronic abdomen for those who have successive abdominal operations has been rendered out of date by the advances in surgical technique. One patient who had already had her gall-bladder, appendix and uterus removed without benefit (and three abdominal scars is diagnostic of hysteria) -had her heart opened, and closed again when valvulotomy was found not to be required; another had an unnecessary ventriculography. In these cases the fault was mine for not being sufficiently emphatic about the patient's personality in my letter to the hospital, as surgeons cannot be expected to understand our patients in the way we do after years of observation.
Elaborate investigations can reinforce the illness. If the patient is known not to be of hysterical personality, one cannot be too careful in investigating a new illness, but in the case of a known hysteric, we have to judge between aggravating a neurosis and the fear of missing something. If what is feared is major, e.g. a carcinoma, it must be excluded, but if what we are looking for is of a minor kind it is better to miss it.
Investigations of indefinite symptoms often give indefinite results and make the patients believe they have an obscure illness that puzzles the doctors. A limited investigation, e.g. X-ray for ulcer, may be unavoidable, but, once done, the case should be handled along other lines and not discussed with the patient in terms of high or low stomach or other items of the radiologist's report. Giving symptoms a physical label like this is readily seized on by the patient. Similarly patients who are treated for chronic fibrositis at rheumatism clinics for months without permanent benefit believe they have a disease of the muscles so bad that even electricity cannot help them, and the same applies to manipulation by orthopedic surgeons. The principle is that once we have diagnosed a hysterical personality, we must fight to prevent them from having physical treatment of a kind which will Teinforce the illness by suggestion.
The hysteric will resent being told there is nothing the matter, and will not accept theories of psychological causation without training. If we play down the physical side and say it is aggravated by nevous tension, suitable ones may be encouraged to talk of their resentments or frustrations. Over a series of interviews they often drop the physical illness themselves or are satisfied with very little physical treatment if we show we regard the other side as more important, and are then quite happy to give us a somewhat one-sided account of their troubles. Where there is real environmental stress, help along the lines discussed under anxious personality will be useful, but more often we have to deal with personality difficulties leading to abnormal reactions in a more or less normal environment. In such a case we must generally be satisfied to do as little harm as possible, and if we can prevent a part-time hysteric from becoming a full-time one we have done a good deal. Deep psychotherapy and attempts to alter fundamental attitudes are outside the scope of general practice. They are immensely time-consuming as such a patient will not accept the most obviously rational and common-sense advice unless preceded by long and intimate talks. This carries the risk of the doctor getting incorporated into the emotional situation with such complications as improvements and relapses, depending on whether the patient is falling in love or out of love with the-doctor. Without attempting formal psychotherapy, the doctor who understands his patient's reactions can encourage healthier attitudes and interests, and over a long period do quite a lot of good. Some can be sent to a psychiatric clinic, and although only a proportion will be accepted as suitable for prolonged treatment, the psychiatrist's report on the nature of the patient's problems will be helpful to us. It is no good trying to get them all treated at the clinic, we will only be told there is a long waiting list for treatment and the patient is too chronic to benefit anyway. It is often more helpful to try and treat the relatives. One difficulty is that there is frequently a family neurosis which encourages the growth of hysteria. The wife who wants to dominate seems to have married a man who takes pleasure in being dominated by a sick wife, if she wants to be a frail martyr to her health her husband or daughter are over-conscientious in their ministrations. Nevertheless it is often possible to educate the relations in the principle of giving her affection and attention when she is well, practically ignoring her when she is ill, and not allowing her illness to interfere with their legitimate activities. A daughter must not be allowed to sacrifice her life to a demanding mother. A psychiatric colleague of mine cured a chronic hysteric without seeing her entirely by treating the neurosis of the over-conscientious daughter, so that the mother was forced to find healthier outlets.
Some symptoms like hysterical faints or fatigue can be ignored, but troublesome ones like vomiting or pruritus need some form of suggestion whether long-term treatment be undertaken or not. Ufnfortunately patients nowadays are mostly too sophisticated to believe in the value of strong smelling medicines like valerian, but these can still be used for the more simple-minded ones, especially if given with a little sales talk like "This will cure if only you can take it, but it's got a very strong smell, you had better go into the kitchen when you take it". Highly coloured paints are useful, and one dermatologist told me he got his best results in pruritus vulvze by giving X-rays without turning on the machine.
Suggestive methods are most effective if the doctor believes in their value, so new remedies introduced with a fanfare of advertising matter will have temporary success, and quacks will cure some of our failures. Whatever method is used, unless some alteration in the patient's attitudes or environment is possible, the condition will generally reappear, perhaps in another form.
It must be pointed out that only medical aspects of personality have been discussed. To say someone is of anxious or hysterical personality is like saying he is a duodenal ulcer or chronic bronchitis. Other aspects may be more important, e.g. Charles Darwin might nowadays be called a gross hysteric but he was a creative scientist as well, and many talented artists, especially in the theatrical profession, have more than a touch of hysteria. Some obsessionals are the backbone of industry and the Civil Service would not work without them. CONCLUSION The G.P. is often exhorted to study the whole man. What I have tried to emphasize is that the whole man is the patient not only in his setting but in time. Taking the long-term view need not be impossibly time consuming. Patients who have found that when they need help the doctor is prepared to give them ten or fifteen minutes will be satisfied with two minutes on another occasion when the need is less. With experience we pick out the patients we can help and cut down the time spent on those we cannot, so that the overall average remains reasonable-in my own case four minutes per patient in the surgery. By long-term reviews of the patient, observing similarities and recurrences in his illnesses and thus identifying personality, we not only become more efficient doctors but we add new interest to our work.
Dr. M. Narasimha Pai, Consultant Psychiatrist, Belmont Hospital, Surrey: At the Belmont Hospital (Neurosis Centre), where every year about 1,500 patients are admitted on the recommendation of consultants, the psychiatrists have opportunities of checking the patient's physical and mental state on admission, and of following-up the patient over a number of years after discharge from hospital. Generally speaking, no psychiatrist to-day can claim to make an accurate diagnosis without (a) excluding organic diseases, and (b) without possessing the following information: (i) an independent social history incorporating details about the patient's family, the developmental history, childhood neurotic traits, and school and work record, (ii) efficiency and personality reports from employers, (iii) details of the onset of the illness and of any obvious environmental or other stresses, and (iv) assessment of the patient's mental state as a result of one or more interviews. Sometimes the following additional information is also essential: (v) results of intelligence and psychological tests, (vi) behaviour of the patient while under observation, (vii) results of biochemical and electroencephalographic investigations in appropriate cases, (viii) reactions to test situations, and (ix) reactions noted when drugs such as barbiturates, methedrine, &c., are given intravenously. Information obtained from these and several other sources (Pai, 1946) , which may be compared to the pieces of a jig-saw puzzle, is integrated and the picture which emerges forms the basis of a psychiatric diagnosis. The diagnosis is not based on mere symptomatology but on psychological factors, mental mechanisms and motives. To discover environmental stresses the help of specially trained psychiatric social workers is enlisted.
There is now an increasing tendency on the part of general practitioners to call patients neurotic and to apply psychiatric labels without making as sure as possible that the symptoms do not arise from some organic cause. By a psychoneurotic or functional illness we mean the disturbances of function of an organ or system in the absence of physical changes to account for them. The ability to exclude organic diseases depends partly on one's clinical experience and partly on the methods of investigation employed. It is therefore obvious that a practitioner without psychiatric training who undertakes this special work shoulders a great responsibility beset with dangers, and mistakes in diagnosis are inevitable. First, when unemployment, financial stress, marital discord or housing problems are obvious the practitioner may dispense with a physical examination and may wrongly call the patient neurotic. Secondly, a psychiatrist may make a wrong diagnosis and communicate this to the practitioner who then undertakes treatment on his own initiative with perhaps serious consequences. Thirdly, while carrying out the treatment indicated by a psychiatrist new symptoms may arise which the practitioner ignores on the supposition that they, too, are psychogenic.
Numerous instances could be given of patients suffering from advanced cancer (Pai, 1950c (Pai, , 1954 Richardson and Russell, 1952) and other organic diseases (Pai, 1949 (Pai, , 1950a (Pai, , 1950b who had been wrongly given psychoneurotic labels and treated as such-first by the general practitioners and then by the consultant psychiatrists at the London hospitals. Yet any old-fashioned general practitioner, uninfluenced by modern psychiatric literature, might easily have guessed the organic nature of their illness by routine examination.
Practitioners are also apt to underestimate the intelligence of their patients and to forget that the vast majority of the population already know something about the symptomatology of the nervous disorders and their treatment. The daily papers, the psycho-analytic literature in public libraries, the radio, the cinema and the television cater for them. It is no wonder that the. public has become psychology-conscious and that the physically ill patient postpones going to his doctor until the symptoms have disabled him for work and he may then mislead the doctor by giving a long list of obviously neurotic symptoms. The genuine neurotic may also delay consulting his doctor until his symptoms have consolidated or he may withhold useful information. He may then need something more than reassurance and explanation.
If some practitioners claim to give psychiatric treatment, e.g. analysis, there may be a demand on the part of patients of other practitioners for similar treatment whether indicated or not; this is happening in the case of hypnosis. All over the country some patients are pestering their practitioners for hypnotic treatment and those doctors who cannot offer this run the risk of losing them.
Modern treatment of many of the psychiatric disorders involves not only the treatment of the patient but also the control of the environment and modification of the socio-economic factorsactivities for which the general practitioners possess neither the time nor the facilities. Even the administration of barbiturates, endocrine preparations and vitamins is not without risk, as complications may arise, causing distress to the patients and their relatives. In some of the males referred to me it was found that well-marked gynrcomastia, uncontrollable homosexual tendencies and behaviour disorders had resulted from stilbeestrol prescribed by the practitioners.
Compensation and pension cases present special difficulties. As patients are fully aware that compensation depends on the length of period they remain on the sick list, no matter what treatment is given, they may persist in complaining of symptoms until their claims are settled. Disability and war pensions are likely to be discontinued or reduced, if pensioners do not complain of symptoms, or if they do not attend for treatment. Soldiers granted pensions for psychoneurosis during the First World War are still attending for treatment; the frequent attendance of such patients in the surgery and the consequent gossip may lower the morale of other patients and deter at least some of them from seeking the practitioner's advice.
There are also the legal aspects. If a practitioner, as a result of errors either in diagnosis or in treatment, lays himself open to legal proceedings for negligence, then the sympathies of the judge and jury are likely to be with the patient and his relatives, and heavy damages against the practitioner must be expected. Such successful legal actions may well encourage the chronic neurotics to bring vexatious proceedings against their psychiatrists and thus hinder further progress in psychiatry.
